Background: Nailfold capillaroscopy (NC) is non-invasive and used by clinicians as a diagnostic tool. It allows the distinction between primary and secondary Raynaud Phenomenon (RP), the latter usually associated to autoimmune diseases (AID). Objectives: Characterize the utility of NC assessment for diagnosis of AID and to evaluate main differences in NC pattern, according to the presence of RP. Methods: NC were performed with a Videocap biomicroscope using well established classification criteria [1] . NC images and reports from all patients evaluated from January 2011 to final December 2016 were retrospectively analysed. Comparisons were made using the Wilcoxon Rank Sum and Chi square tests, p values of <0,05 were considered statistically significant. Results: In the last 6 years, 1100 NC were performed, 159 to man and 941 to women. Mean age was 42 [±19] years. NC requests came from 17 different hospital units. RP was present in 83% of patients (RP+, n=909) of whom 71% (n=641) had a prior diagnosis of AID, most frequently Systemic Sclerosis (SSc) (24%, n=143), Systemic Lupus Erythematosus (SLE) (21%, n=123), Sjögren's Syndrome (SS) (10%, n=62), Mixed Connective Tissue Disease (MCTD) (9%, n=52) and Antiphospholipid Syndrome (APS) (8%, n=48). NC patterns allowed for the classification of RP+ subjects into primary (3%) and secondary (81%); in 4% of subjects NC findings were abnormal but inconclusive. From secondary RP, scleroderma (37%) and non-scleroderma pattern (62%) were further separated; the former was later classified according to scleroderma-like (15,02%), early (33%), active (38%) and late (15%) scleroderma patterns.29% of RP+ patients did not have AID diagnosed; NC disclosed the diagnosis of SSc (n=24), APS (n=5), SS (n=4), SLE (n=2), MCTD (n=1), overlapping syndrome (n=1) and paraneoplastic syndrome (n=1). In RP-patients, the main diagnosed AID were SLE (20%, n=17), SSc (14%, n=12) and SS (8%, n=7). NC results in RP-subjects were normal (24%) (including 92% of controls), inconclusive (22%) and suggestive of capillaritis (16%). Although RP-, some patients (38%) presented dysmorphic capillaries suggestive of secondary involvement (38%); NC findings in these patients included megacapillaries and microhemorrhages (scleroderma-like (26%), early (41%), active (30%) and late (7%)). Demographic data was similar in both groups. Statistically significantly higher frequencies of AID (p<0.0001), SSc (p=0.0006), NC secondary non-SSc pattern (p<0.0001) and NC secondary active SSc pattern (p=0.002) were found in RP+ patients. Conclusions: NC findings in RP+ were more pathological than in RP-subjects, probably due to pre-existing AID and more frequent positivity. Secondary non scleroderma pattern was more prevalent in RP+ patients. In RP-group, almost a quarter of NC assessments were normal, but capillary abnormalities were also revealed, suggesting this diagnostic approach can help to disclosure microvascular disease, even if RP is absent. NC further disclosed important leads to diagnose SSc, APS and MCTD in our population. Background: Nailfold Capillaroscopy is a non-invasive diagnostic technique designed to evaluate small vessels of the microcirculation. The most important indication for capillaroscopy is Raynaud's phenomenon. The complexity and meticulous evaluation of the eight fingers is difficult to apply in daily practice given the limited availability of time to perform. For this reason it is necessary to develop simple and abbreviated techniques, to achieve an optimal and rapid evaluation of the patient. Objectives: Determine the performance of the method of the 4°finger for the diagnosis of SD pattern in patients with Raynaud's Phenomenon taking the eight finger pattern as a gold standard. Methods: Cross-sectional study with blinded and independent measurements. Nailfold Capillaroscopy was performed on the four fingers of each hand, except thumbs. Another observer evaluated the 4th finger of the hands. The interobserver agreement was made before carrying out the study and was 100%. The 8-finger method (gold standard) was considered positive when at least one finger has SD pattern and the 4°finger method was considered positive when at least one of them presents the SD pattern. We included patients older than 18 years with a diagnosis of Raynaud Phenomenon. Patients with thickening of the skin in the nailfold, digital lesion that made it difficult to assess (trauma, amputation, burns, etc.) and patients who did not consent to the procedure were excluded. Results: We included 78 patients, 90% was female. The mean age was 53 years (DS +/-13.5). Sixty-three patients had a score of eight fingers positive (cases) and 15 had a score of eight fingers negative (controls). The sensitivity of the 4°fi nger evaluation method was 89% (95% CI: 82-96%) and 93% specificity (95% CI: 88-99%). The positive predictive value of this method was 98% (95% CI: 95-100%) and the negative predictive value was 67% (95% CI: 56-77%). The positive likelihood ratio was 13 (95% CI: 2-89).
Conclusions:
The simplified method of the 4°finger showed good performance for the diagnosis of SD pattern compared to the standard method of evaluation of the 8 fingers. Background: Differential diagnosis of rheumatoid arthritis today is challenging in cases of atypical clinical and laboratory picture arthritis [1] . Often the use of standard x-ray is not informative for the first two years of the disease. Erosive joint damage detected by the standard X-ray only after 2 years from the onset of the disease and only 36% of cases (M. Bukhari [et al., 2001) , while the degree of articular destruction progresses with time and is correlated with a decrease in joint function. Objectives: Development ultrasound semiotics for the diagnosis of rheumatoid arthritis using ultrasonic method of investigation of the joints. Methods: We studied 113 patients with RA and 30 with no articular pathologya control group (CG). In the group of patients with RA -88 people were women (79,7%), 35 people (20,3%) were men; the median age was 40.3 years (33-46), and the median duration of current RA -4 years (1,75-10). The diagnosis of RA was established according to modified ACR criteria of 1987. The activity of the inflammatory process of the I degree was 19 (27,5%) patients, II -36 (52,2%), III in 14 (20.3%). The control group was the patients medical history and clinically at the time of inspection there was no symptoms of the joints. Among them 15 men (50%) and 15 women (50%). The median age in the CG was 38.5 years (33-48). All patients were multiplescale dynamic study II, V metacarpophalangeal and wrist joints by the ultrasonic device expert class using a sensor with a frequency of 12 MHz. Results: Patients from the control group by ultrasound examination of the joints, we visualized the articular surfaces of the bones in the form of hyperechoic structures with clear smooth contours, homogeneous echostructure; the synovium is not visualised or she had homogeneous echostructure and a thickness of not more than 2.9 mm; the tendon was determined in the form of a hyperechogenic bundle, of a thickness not exceeding 1.5 mm. Patients with RA identified the following ultrasound signs of lesions of the joints: focal pannus (96,6%) -area of pathologically altered synovial membrane thickness of more than 3 mm with a "tumor-like" invasive growth and the presence of pathological vascularization (indirect signs of neoangiogenesis) detected when using Doppler on the erosion pannus; thinning synovia outside erosion (99%); erosion, pannus (99%); combined erosion (96%); the erosion of inflammation: acute (45.6%) and chronic (89%); moderate synovitis (89,4%); swelling of periarticular soft tissues (88,4%); tenosynovitis (67,6%); periarticular effusion (66,9%); positive "pain test" in 6% of cases under ultrasound control. Background: Gastrointestinal manifestations are common in systemic lupus erythematosus (SLE) patients. Lupus mesenteric vasculitis (LMV) is a major cause of acute abdominal pain in SLE patients. No early serum marker contributes to the diagnosis of lupus mesenteric vasculitis. Objectives: The aim of this study was to investigate clinical significance of serum D-dimer level as an early diagnosis marker of LMV patients. Methods: The 57 systemic lupus erythematosus patients were retrospectively analyzed and classified into LMV group (n=19) and Non-LMV group (n=38) between May 2010 and January 2016. The serum D-dimer level was measured on the first day after SLE patients presented acute abdomen as well as imaging, other laboratory-testing parameters, and SLEDAI during the same period. The maximum and mean D-dimer values were analyzed and compared with other potential markers for diagnosis of LMV. The correlation of D-dimer level with other potential severity markers and inflammation parameters were also studied. Results: Both maximum and mean D-dimer level on the first day of presentation of acute abdomen were significantly higher in LMV patients. The D-dimer level was correlated well with L-lactate and SLEDAI. In addition, D-dimer level was detected poor correlation with white blood cell count and C-reactive protein level. Background: Early diagnosis of erosive lesions in rheumatoid arthritis (RA) remains today an important task, especially in the absence of specific laboratory markers. Promising research aimed at studying the informative instrumental diagnostic methods (ultrasound, Rg, MRI) to identify the characteristics of erosive joint damage in patients with RA [1] . Objectives: To study diagnostic possibilities of instrumental methods to identify the species of erosive joint damage in patients with RA. Methods: We examined 104 patients with RA. Among patients of the 1st group were women 81 (77.9%), men -23 (22,1%), average age was 38±12.1 years. Diagnosis of rheumatoid arthritis was exhibited with the EULAR diagnostic criteria [2] and the ACR [3] . All patients were Rg-graphy, ultrasound and MRI of the hands. Statistical processing of the information package. Results: Erosive lesion of joints at RA is presented by the proliferation-caused erosion (erosion of the pannus) in combination with the development of the focal pannus with vascularization and inflammatory-destructive erosion (true erosion inflammation) outside the pannus (image 1). In the study the true erosion of inflammation of the articular surface of the bone ultrasound method identified at 87.9% of the joints in RA, significantly higher (p<0,0001) than in 34% of the joints in Rg-study; erosion pannus identified in 99.2% of the joints in patients with RA by means of ultrasonography, was significantly higher (p<0,0001) than 24.3% of the joints in the Rg-study. So erosion from the focal invasive growth of pannus, associated erosion, erosion, acute and chronic inflammation of the articular surface of the bone in patients with RA by ultrasonography were visualized significantly more often (p<0,0001) than in Rg, which allowed to define only the fact of presence of erosive lesions of the joints, but not allowed to determine the erosive lesions. The sensitivity of ultrasound accounted for 97.9% (95% CI: 97,7-98,1%); specificity -of 95.7% (95% CI: of 95.5-95.9 per cent). And in Rtg-graphy sensitivity accounted for 55.3% (95% CI: 54,8-55,8%); the specificity -of 87.7% (95% CI: 87,4-88%).
Conclusions

Conclusions:
When comparing the results of a comprehensive study of joints in patients with RA despite the fact that Rg and MRI allow us to visualize and measure bone structure and pathology, ultrasound is only allowed to identify two types of erosive lesions of the joints: the true erosion inflammation and erosion of the pannus. 
